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w 
SUBJECT: CORRECTIVE ACTION PLAN FOR IMMEDIATE 

JEOPARDY 

This is to provide you with a copy of the Plan of Correction submitted 
last night, as required, to the Centers for Medicare and Medicaid 
Services (CMS) to address CMS' findings of an immediate jeopardy 
situation during their survey in the Emergency Department at Martin 
Luther King Jr. - Harbor Hospital (MLK-H) on June 7,2007 and 
reported to the hospital on June 12, 2007. 

The basis for the immediate jeopardy finding focused on three main 
areas that CMS identified: 

The first finding involved a patient who required transfer for a 
neurosurgical condition (neurosurgery is a specialty not available at 
MLK-H). We have established a transfer process for neurosurgical 
patients that calls for immediate transfer of patients with specific 
neurosurgical diagnoses to our other hospitals on a rotating basis. We 
have also established a monitoring plan to ensure that these transfers 
occur expeditiously. 

The second finding was the performance of medical screening exams 
by physician's assistants. Although physician's assistants may 
perform medical screening exams as part of their scope of practice, . 
they must be specifically credentialed for this. CMS' concluded that 
the credentialing process had not been completed as required under 
the federal Emergency Medical Treatment and Active Labor Act 
(EMTALA). As a result of this finding, on June 12, 2007 MLK-H 
leadership directed California Emergency physicians (CEP), the 
emergency department contract group, to immediately discontinue the 
use of physician's assistants for medical screening exams. These 
exams will now be performed only by the Emergency Department 
attending physicians. Additionally, MLK-H has discontinued the use of 
non-emergency physician's assistants as consultants in the 
Emergency Department. 
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The third finding related to the timing of the medical screening exam. CMS found that 
there were delays in completing medical screening exams for patients presenting to the 
Emergency Department. To address this deficiency, the leadership in the Emergency 
Department, Nursing, and Hospital Administration redesigned the process by which 
patients are seen in the Emergency Department. That redesign includes co-locating 
nursing and registration staff in the triaging area (the initial point of contact with the 
patient) with physicians available so that an immediate medical screening can be 
completed. Further, training was provided to emergency room nurses to ensure that 
physicians are contacted if management is needed prior to the medical screening exam. 

Another important finding was that there were repetitive delays'in care related to 
coordination of services. In each instance, appropriate multidisciplinary interventions 
have been developed, and im~lemented with amro~riate monitorina ~ u t  in m lace. The 
hospital had previbusiy added an additional'hospitaiist physician (iGkient doctor) to 
improve patient care and patient transfers. 

These findings are not acceptable and are discouraging in the face of the enormous 
effort to reform the hospital. They are grave and must be cured or the facility cannot 
continue to operate. Each citation has a definitive corrective action with close 
monitoring. We believe that these corrective actions fully address CMS' concerns and 
that CMS will release the immediate jeopardy finding. We expect CMS to return to the 
hospital to validate these corrective actions within the next week. 

If you have any questions or need additional information, please let me know. 

Attachment 

c: Chief Administrative Officer 
County Counsel 
Executive Officer, Board of Supervisors 
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Steven D. Chickering 
Western Consortium Survey and Certification OWcer 
Centers for Medicare and Medicaid Services 
Division of Survey and Certification 
90 7m Street Suite 5300(RN) 
San Francisco, CA 94103-6707 

Dear Mr. Chickering: 

IMMEDIATE JEOPARDY NOTICE: CCN 05-0578 -MARTIN LUTHER KING, JR 
HARBOR HOSPITAL 

Attached for your consideration is the Plan of Correction prepared by Martin Luther King, 
Jr.-Harbor Hospital ("MU-Harbor") in response to the Centers for Medicare and Medicaid 
Services' ("CMS") notice of intent to terminate the hospital's participation in the Medicare 
program because of immediate jeopardy to patient health and safety. Also attached are 
the various documents which are referenced in that Plan of Correction. Together these 
materials credibly demonstrate that the actions necessary to correct the immediate 
jeopardy to patient health and safety have been taken, such that CMS may remove its 
finding, and return to the terms of the Extension Agreement between the parties. 

We have included in the beginning of the Plan of Correction a discussion of the five 
s. W,,m.w,onA,,mue immediate correction actions outlined in Paragraph 1 of your June 12,2007, lettef, as well 

LmAngeles.CAW as the corrective action requested in Paragraph 2(a). The corrective actions discussed in 
the remainder of Paragraph 2 were incorporated into the responses to individual findings 

T*:(3'0)m201 on the form 2567. More particularly, those responses include: 
Froc 1310) 634153 - Ceasing the use of Physician Assistants to provide medical screening 

examinations so that only licensed and credentialed physicians will 
perform those examinations (Paragraph 2(b)). 

To provide compassionate, high 
qualitycare that improves the 8 Redesigning the triagelintake process so that the provision of medical 
heath status ofourpatients, screening examinations is assured (Paragraph 2(c)). 

theirfam2ies and the 
communities weserve without 8 Training its emergency room nurses to contact a physician whenever a 

ward to abL!ify 10 pay patient awaiting care in the emergency room waiting area requires an 
Intervention for pain and not to wait for the screening examination. 

Implementing a new protocol to expedite the transfer of neurosurgical 
patients, and instituting a "no refusal" policy which requires sister county 
ilospitals to accept such patients promptly. In addition, a mechanism 
yas created to assure that high level clinical contacts are made 
whenever difficulty is encountered In transferring patients of any kind 
(Paragraph 2(e). 
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a Assigning a hospitalist to the emergency room to manage individuals who have internal 
medicine or certaln other issues and a 6  awaiting transfer or admission (Paragraph 2(d)). 
The assignment of a dedicated hospitalist, who will be in the emergency department 
2417, will assure that those patients receive the level of physician atten$on that they 
would if they were admitted, and also will help remove impediments to patient transfers. 
To assure the proper stabilization and treatment for patients who will continue to be 
managed by the emergency physicians, the emergency physicians have received 
reinforcing education on documentation, and continuing assessment responsibilities. A 
requirement for the physician to assess each patient at the beginning of each shift has 
been added and compliance is being monitored. 

Developing a monitoring plan for every correcrwe action, aside from individual 
counseling, generally involving daily or weekly chart review. and remediating deficiencies 
immediately if they continue. Moreover, the data from such monitoring is provided to the 
Performance improvement Committee for its use and integration into MLK-Harbor's 
quality improvement program (Paragraph 2(g) and (h).) 

No corrective actions have been implemented with respect to Patient P, as we believe that survey 
findings do not accurately reflect the actual care received by this individual. For example, those findings 
do not reflect that the patient received a medical screening examination within less than 2 hours of 
presenting to the emergency room, and that after receiving some diagnostic tests, including an 
ultrasound, she was seen by a specialist at 1600 hours. That specialist determined that the proper 
course of treatment was simply observation of the patient, which occurred while the patient was awaiting 
inpatient placement. That placement took place at 2000, not at 2100 as noted by the surveyor. Thus, the 
patient did timely receive the medical care appropriate to her clinical situation, and no corrective actions 
were necessary. 

We note that, as of June 17,2007. MLK-Harbor had not been provided with a key to identify the specific 
patientsfor whom there werefindings. While it believes that it is has determined who most of the patients 
are, it reserves the right to develop and present additional corrective actions after CMS has disclosed the 
identity of those patients. 

Notwithstanding that reservation, MLK-Harbor believes that significant, appropriate corrective actions 
have and will continue to be made which assure the safety and timely treatment of patients who present 
to its emergency department. Accordingly, we urge CMS to authorize a resurvey and to revoke its 
decision to terminate the hospital on June 30,2007. 

If you have any questions regarding the attached materials, please do not hesitate to contact me. 

Sincerely, 

Antionette Smith Epps 
Administrator 

Attachments 

c: ' Michelle Griffin 
Jackie Lincer 
Bruce A. Chernof, MD 
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Representing the Department of Health Services: 
JoAnn Dalby. R.N., Health Facilties Evaluator 
Supervisor 
Sanford Weinstein, M.D., Medical Consultant 
Barbara Mellor, R.N., Health Facilities Evaluator 
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C 
06/07/2007 
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48255(a)(2) INTEGRATION OF EMERGENCY 
SERVICES 

olher safegual 
lollowing the d 
days following 
pmgram partic 

The services must be integmted with other 
departments of the hospital. 

This STANDARD is not met a s  evidenced by: 
Based on observation, intewiew and record 
review, the hospital falled to ensure the timely 
provision of emergency semices to meet the 
needs of 17 of 60 sampled patients presenting for 
evaluation of an emergency medical condition. ( 
PatientsA,B,C,D,E,F,G,H,I ,J ,K,L,M,N,O, 
P, Q). The hospital failed to: 
1. Follow their policies and procedures (P&P), by- 
laws, rules and regulations developed to ensure 
medical screening examinations were conducted 
by appropriately qualified individuals. 
2. Ensure on - call physicians saw patients when 
specialty consultation was required. 
3. Ensure,pain managmentwas provided in a 
timely manner, 
4. Provide stabilizing treatment for emergehy 
medical conditions. 
5. Ensure timely transfer of individuals who 
required services not available at the hospital. 

The cumulative effect of these systemic failures 
DIRECTORS OR PROVIDEWSUPPUER REPRESENTATIVES SIC 

STREET ADDRESS. CITY. STATE, ZIP WOE 
12021 S WlLMlNGTON AVE 
LOS ANGELES. CA 90059 
L 

I0 
PREFIX 

TAG 

A 001 

N R E  

PROVIDERS PLAN OF CDRRECTlON 
(EACH C O R 3 . W  ACTlON.SHOULD BE CROSS 

REFERENCEDTOlHEAPPROPRIATE OEFICIENC' . . 
In response to the letter from the Centers for 
Medicare and Medicaid services (CMS) . the 
ldlowing actlons were taken: 
REASSIGNMENT OF PHYSICIAN 
ASSISTANTS 
a. The ChleF Medical Officer ndtiied ihn En -~ - .~  

Medical Director that physician assisents  
shall no longer perform medical swecning 
examination. (Atlachment A)The ED 
Medical Direclor informed each physician 
assistant by e-mail that they may no longer 
perfarm individual medical screening 
axamlnatlon. 

7. Attached Is a schedule of the number of 
persons assigned to the emergency and 
urgent caresem.ces, broken down byjob 
classificabon and qualifi~tions. 
(Attachment C) 

UUMBERAND QUALIFICATIONS OF STAFF 
UEEDEO 
1. Attached i s  a schedule ofthe number of full 

timeequivalents (FTE). needed in the 
emergency department areas. including 
their qualifications and scope of duties and 
assignment. (Attachment D) 

Historical volume data,(e.g., census) a re  
used to establish the staffing reciuirements. 
Nursing management has access  to and 
uses an automated system to adjust 
required staMng on a shift-by-shift basis. 
The ED Medical Director maintains a 
schedule of Ule physician stafiins needs 
fwthe  ~ r n e r s e n c v ~ w m  and A&I: Ument 
Care and hekhe  is responsible far 

- 
adjuslments on a shift-by-shift basis. The 
Pediatn'cs Urgent Care Director or Chief of 
Pediatrics maintains ascheduie of the 
physician staffing needs and helshe is 
responslble for adjustments on a shift-by- 
shift basis. The Department of Women's 
and Child's Health is independently 
resoonsible for the senrlces.'Rffiters of 
quiilied personnel a re  maintained bythe 
responsible managers. 

511 9/07 

ill 9/07 

G) DATE 

- ~ ~ 

&tement ending with an asterisk (') denoles a deficiency which the institubon may b e  excused lrom wrrecling providing i l k  deierml6ed that 
?is orovide sulrcient orotectlon lothe oatienls. [See inst~clions.) Except for nu:slng homes, the findings slated h v e  a re  diiclosable 90 days -- - 
ate of survey wfieth& or not a plan of 'correction is provided. ~ o ; n u r s i i ~  homes. the a b w o  findings and plans of correction are diiclosable 14 
the date lhcse document5 are made available to ihe facilii. If  deficiencies are ciled, an appmvcd p!an of correclion is requisite lo continued 

FORM CMS.ZsS7(0i-99) Prcvlous Vcrsbns Obsolete Evcnt ID:MBOZ11 FacNiy 10: CAOSOOWmS If continuation sheet Page 1 of 13 
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INITIAL COMMENTS 

The following reflects the findings of the 
Department of Health Services during 
investigation of EMTALA complaint # 117102. 

Representing the Department of Health Services: 
JoAnn Dalby, R.N., Health Facilties Evaluator 
Supervisor 
Smford Weinstein, M.D., Medical Consultant 
Bartira Mellor, R.N., Health Facilities Evaluator 
Nurse 
482:55(a)(2) INTEGRATION OF EMERGENCY 
SERVICES 

The services.must be integrated with other 
departments of the hospital. 

This STANDARD is not me t  as evidenced by: 
Based on observation, interview and record 
review, the hospital failed to ensure the timely 
xovision of emergency services to meet  the 
leeds  of 17 of 60 sampled patients presenting for 
=valuation of an emergency medical condition. ( 
PatientsA,B,C,D,E,F,G,H,I,J.K,L,M,N.O, 
P, Q). The hospital failed to: 
1. Follow their policies and procedures (P&P), by- 
laws, rules and regulations developed to ensure 
nedical screening examinations were conducted 
~y appropriately qualified individuals. 
2. Ensure on -call physicians saw patients when 
specialty consultation was required. 
3. Ensure pain managmentwas provided in a 
imely manner, 
$. Provide stabiiin'ng treatment for emergency 
nedical conditions. 
5. Ensure timely transfer of individuals who 
.equired services not available at the hospital. 

The cumulative effect of these systemic failures 
DiRECFORS OR PROVIOEWSUPPUER REPRESENTATIVE'S SIC 

I STREETAOORESS.CrlY. STATE. UP CODE 
" 12Ci21 S WILMINGTON AVE I LOS ANGELES. CA 90059 
I 

I0 
PREFIX 

TAG 

PROVIDERSPLAN OF MRREC~ON 
(EACH WRRE-VE ACTION SHOULD BE CROSS- 

REFERENCEOTO WE APPROPRIAE DEFICIENCY: . .  

A000 (continued) 
METHODIPROCESS ACCOUNTING FOR 
INDNlDUALS SEEKING EMERGENCY 
SERVICES 
e. As part of the triage process, each 

individual seeking emergency medical 
services is directed by signage. to the 
triage window and is manually logged in by 
a licensed nurse. as well as is ent~red intn -. . - . - - - . . , . - 
the emergencyraom central log by the 
registrat i~ clerk. At that point. patients are 
provided with an identification wristband. 
which they maintain until their discharge. 

Patients brought in by ambulance are 
received in the emergency treatment area 
by reislered nurse who notilies the - . . . -. - 
&gis&tion staff. Registration staff enters 
the patient into a manual log, and then inlo 
the central log, and the palient is given an 
identification wistband. 

As a way lo  assure that all patienls are captured 
by thls process, the nursing shift supervisor 
includes (he ED waitino mom on shift rounds 

~ ~ 

sach shift. The Nursing Shift Supervisor selects 
two patients in the waiting room and =lidales 
hat hese two patients have been apDro~rialelv 
2nd timely triaged and that each pafient has 
leen entered in to the central lw. In the event 
hat discrepancies are discover& Immediate 
mrective actions are taken. 

Toassure that each of the correction actions 
liscussed below are fully implemented and 
nonltored, the Director of Quality Improvement 
vill track each corrective action, and report on 
ler findings to the Quality Council. The Quality 
auncil reports its findings and follow-up actions 
o boh the Executive Committee and the 
:ovenling Body. 

~ - -~ p~-~~ 

Any deficiency statement ending nith an asterisk (') dcno!es a deficiency rrhich the lnsiitution may be 6XUSzd from correcting providing ;t is determined lhat 
olher safeguards prov:de sulficienl protection lolhe patients. (See instructions.) Except for nursing hcmes, the findings slated above are disclosablc 90 days 
foliowino the dale of survev whether or not a dm of correction is provided. For nursing homos. the above findings and plans ol correction are disclosable 14 
davs foljariino the date th&e documents aremade available to the facililv. If deficlen6es are died, an approved plan of mnection is requisile to conllnued - .  
pkgram partikpatlon. 
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Continued From page 1 
resulted in an immediate threat to the health and 
safety of all patients presenting for treatment at 
the Emergency Department. At approximately 
1530 hours on 6/7\07, hospital administration was 
notified of the immediate jeopardy. 

Findings: 

1. Patient A presented to the ED (emergency 
department) on 2/28/07 at 0950 hours, with a 
chief complaint of headache (comes and goes) 
with occasional nausea. ~t the time of triage, 
I003 hours, the patient described that he was 
:xperiencing severe pain, that scored nine out of 
10, on a scale of one to 10, with 10 being the 
most severe. The patient described that the pain 
#as located at the back of his head and that it 
#as relieved by vomiting. The patient was . 
assigned a triage acuity of three. Per hospi@l 
golicy, an acuity of three indicated the patient had 
3 major illness or injury, but was stable. 

4t 1250 hours, Patient A was taken to the 
ireatrnent area Nursing assessment at that time 
wealed " steady gait ' , pupil sizes of 33 and 31 
nm. A Glascow Coma Scale score of 15 was 
.ecorded (a standardized series of observations 
.eflecting speech, pain, orientation and speech. 
4 score of 15 is normal). 

'atient A was assessed by the emergency 
iepartment physician, at which time "paraspinal 
enderness" was noted, but no " Neuron changes 
x " Psych" abnormalities recorded. A blood 
:ount revealed 16.4 gms. of hemoglobin and a 
~ h i t e  count of 10,800 (upper normal range). 
blorphine 4 mg was administered in the 
xnergency department, however, the results of 
he medication administration was not recorded. 

1 12021 S WlLMlNGTON AVE 
I LOS ANGELES, CA 90059 
I 

I0 
PREFIX 

TAG 

PROVIDERS PLAN OF CORRECTlON 
(EACH COR'IEWVE W I O N  SHOULO BE CROSS- 

REFERENCED70 THE APPROPRIATE DEFICIENCY] 

Patient A - lmmed;atep&ipns -. . 
ED nurse manager counseled the RN who 
gave morphine 4 mg, but did not receive the 
results of Ule medicalion administration. - ED nurse manager cducated all ED 
registered nurses on Ule requirements to 
record the resulls d medication 
administralion. (Attachment C) 

Monitorins: 
Qualltv imikvement wilt review ten randomlv 

Performance Improvement Committee and to the 

Responsible Position: 
Chief Nursing Officer 
ED Nurse Manager 

(xsl 
COlAPMON 

DATE 

7(02-!39) Prcvl~us Vcnions Obsd~le Evenl IN.4BOZ11 age 2 of 13 
I - 

~acil$lo: Cno5~~0035 If continuation shee 
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Continued From page 2 
A CT head scan was ordered by the ED physiciar 

06/07/2007 

At 1550 hours Patient A was taken to CT. The 
report revealed, "significant ventricular dilatation 
with periventricular changes consistent with 
subependymal edema. This may be related to a 
heterogeneous mass near the region of the pinea 
with caudal extension to a level near the proximal 
fourth ventricle! The scan revealed a brain 
tumor measuring approximately 2.5 cm. 
compressing the internal circulation of fluid in the 
brain resulting in internal swelling from dilatation 
of the ventricular system of the brain. An MRI 
image of the brain was recommended and 
completed. This confirmed the presence of a 
tumor mass in the region of the pineal gland. 
Moderate dilatation of the ventricular system of 
the brain was noted. 

(XZ) MULTlPLE CONSTRUCTION 

A. BUlLOlNG 

A handwritten note by the ED physician noted that 
Neurosurgery was not available at the hospital. " 
will arrange MAC transfer". (The MAC Is the 
medical alert center for Los Angeles County. This 
is the central clearing house for all Los Angeles 
County hospitals.) However, there was no written 
documentation that physician to physician contact 
had been initiated. A clinical impression of "Acute 
Obstructive Hydrocephalus" was recorded. A 
physician order for a neurosurgery consult was 
written at 1653. hours on 2/28/07. 

(X3) DATE SURVEY 
COtJIPLETED 

A "Neurology Consultation" handwritten by a 
Physician Assistant (PA-C) identified that the 
patient was seen for evaluation at 1720 hours. 
The consultation revealed no neurological defects 
or alteration in mental status for Patient A. The 
consult described symptoms of dizziness, 
nausea, headache and vomiting. The 

I 12021 S WILMINGTON AVE 

LOS ANGELES, CA 90059 

ID 
PREFU( 

TAG 

A 45! 
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. 
Patient A - Background 
The Medical Alert Center (MAC) wordlnates 
m s f e r  of patienk from MLK-H to other 
facilities. The MAC receives clinlcal data ~ ~ - ~ .  
regarding the patient, and uses it to search 
fro an appropriate site for that patient. Once 
an appropriate sile is identified, the MAC and 
the MLK-H Patient Flow Manager (or where 
appropriate. the physlclan) presenk 
additional clinical data to the recelvinq. In this - 
instance, there were no available 
neurosurgical beds withln the County.The 
MAC continued efforts to locate an 
appropriate placement, however, an 
appropriate placement could not be found 
before the patient left AMA. 

immediate Actions: 
The emergency medicine attending (ED 
physician) at  MLK-H will Identify patients 
rcqulring neurosurgical intervention 
based on speclnc guidelines. 
A pmtocal has been establish& to 
require that all patients with specific 
neurosurgical cllnical conditions receive 
Umely transfer. (Attachment D) 
The ED physlclan or the Patient Flow 
Manager will then cantact the MAC 
operator, informing himlher of the 
oatient needlna transfer. 
MAC determi& the acteptlnglrece:ving 
fadlily based on a rotation schedule 
when it maintains. 
MAC will wntact the Patient Flow 
Manager at the receiving facility 
regarding the need for the transfer. 
The Patient Flow Manager at  the 
receiving facility promptly contack the 
neurosuroeon on call and arranoes the 
physician%physician contacL ED 
physician at  MLK-H speaks directly with 
neurosurgeon at the receiving facility 
and provided a brief summary of the 
paUenPs findings. 
Anvclinical suoaestlons bv the receivina 

capability of the hospital and the sw?e  
01 practice of the ED physician, will be 
incorporated Into the pre-transfer plan of 

114107 

19107 

age 3 d l  
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Continued From page 3 
consultation, provided by the PA-C, was then 
countersigned by the attending neurology 
physician at 1900 hours. No written note was 
provided by the neurology physician. The rnedica 
record failed l o  contain documented evidence t h ~  
the neurologist had actually examined Patient A. 
This iinding was in violation of the.Medical Staff 
rules and regulations requiring a written note. 
The consultation request form revealed that "Stat 
MAC transfer to a facility with neurosurgical 
service" was required. 

C 
06/07/2007 

A written order for "MAC transfer to Neurosurgica 
facility was provided at 171 7 hours by the 
attending ED physician. There was, however, no 
written documentation that any physician had 
actually spoken with or discussed the emergent 
clinical situation of Patient A with a proposed 
receiving hospital to facilitate transfer for Patient 
A. Documents contained in the medical record 
revealed that Patient A signed a transfer consent 
on 2/28/07. 

(X2) MULTIPLE CONSTRUCTION 

A ,at nt n t ~ n  

At 0350 hours on March 1,2007, nursing nbtes 
revealed that Patient A was administered Dilaudic 
(narcotic pain medication) by IVP (intravenously 
push). There was no documented evidence that a 
ED physician had examined or assessed the 
neurological status of Patient A. A nursing re- 
assessment performed at 0550 hours revealed 
that a neurocheck had been performed and the 
headache pain of Patient A had improved. 

(X3) DATE SURVEY 
COMPLETED 

Additional nursing assessments were performed 
at 0730,0900,l 100,1300,1500, and 1830 hours. 
These nursing assessments documented no 
change in the status of Patient A These 
assessments indicated that Patient A was able40 
move all four extremities and remained alert. No 
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PROVIDERS PlAN OF CORRECTION 
(EACH OJRRECTIVE ACTIONSHOULO BE CROSS. 

REFERENCED TOTHE APPROPRIATE DEFICIENCY: 

~anagirs shall workivith MAC.to 
coordinate the transfer via ACLS 
transport. . .  . . . 
All appropriate and completed 
documents and lmaglng studies shall 
accomoanv the oatient 
If the ED dhysician determines that 
there Is ANY Impediment to the transfer. 
helsheshall contact the Chief Medical 
Officer at the receiving facility to 
facilitate the Lransfer. 
With respect to all patient transfers. 
regardless of patient diagnosis, a 
transfer log is maintained by MLK-H 
Patient Flow Manager. A 
multidisolpiinarygmup meats Monday 
Ulmugh Friday to review all transfers 
that have taken place based on this log. 
to resolve any issues identified from 
completed transfers, to facilitate patlenk 
waiting for transfer, and lo update the 
status of patients requiring tansfer. Any 
neumsurgical patients who are pending 
transfer will be reviewed as part of this 
orocess. 
MLK-H ha5 idenufied a medical .~ -. .- .. 
administrative Director In charge of 
patient flow. This Patient Flow Manger 
notifies the medical administrative 
Director whenever there are 
imoediments to transferrina a oatient. 
including a neurosurgical patient, in a 
timely manner. The medical 
administrative Director will assure that 
tfiereis high-level physician contact with 
potential receiving institutions in an 

Monilorina: ~ ~ - - ~  - - -  -~ -~ 
The Patient Flow Manager maintains a 
log of paUent transfers. Data regarding 
patient transfers is aggregated and 
presented to Performance Improvement 
Committee and tothe Executive 
Committee, and then to the Governing 
Body where appropriate. 

Posltlon Responsible: 
inten'm Chief Medical Officer 
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Continued From page 4 
physician assessments were documented. 

Patient A remained in the ED until 3/3/07. Review 
of the medical record revealed that the patient 
was assessed by nursing staff and continued to 
received Dilaudid and morphine to control his 
headache pain. The nursing pain assessments 
included only a numerical score to identify the 
intensity of pain but failed to identify pain 
radiation, quality (ache, throbbing, sharp, dull, 
burning) and constancy as required by 
established hospital policy. The medical record 
failed to provide documented evidence that ED 
physicians provided on-going assessments and 
care. Except for the initial consult, the neurologist 
did not see the patient again. 

On 3/3/07 at 0725 hours, nursing documentation 
identified that Patient A complained of occipital 
headache pain. Intensity of pain was recorded as 
5/10. The patient was not given pain medication 
nor were non-medication intewentions provided. 
Nursing documentation further identified that no 
deficits were noted. However, the very next 
sentence stated c/o (complaint of) blurred vision 
when ambulating. The patient was not evaluated 
for the neurological symptom by a physician. 

At 1100 hours, Patient A complained of increased 
head pain. The patient identified the intensi%y of 
pain as being 9/10 (severe). The patient received 
Dilaudid 1 mg. IV for pain. Although a physician 
order was obtained for the pain medication, the 
patient's medical record failed to contain 
documented evidence that the ED physician 
evaluated the patient. 

At 7150 hours, the patient and his family indicated 
that after three days, they were tired of waiting for 

PROVIOERSPLAN O F C O R R E ~ O N  
(EACH C O R R V V E  ACnON SHOULD BE CROSS- 

REFERENCED TOTHE APPROPRIATE DEFICIENCY) 

IrnmediateAc~ons: . . . 
The interim Chief Medical 0kicer ordered 
all MU< Department Chiefs to dlscontinue 
the practice of uslng Physician Assistants 
for consultations in the ED. All ED' 
wnsultations will be performed by an 
attending physician. (Attachment E) - The ED Nurse Manager provided a letter 
instructing all ED RNs regarding 
Physician Assistants cannot provide 
wnsuiis. (Attachment F) 
The lnterlm Chief Medical Ofiicer . 
Instructed ail Department Chiefs to 
ensure that all attending physicians are 
aware of the need to document their 
consultations. (Attachment 0). 

Monitoring: 
For the next 30 days, Monday through 
Friday. Quality Improvement staff wiil 
review ten randomly selected open 
medical rewrds in the ED lo validate that 
Consults were performed by aphysician 
and that there is a wnsulting physician's 
note. The Chalr of the relevant 
department will be notifled of 
discrepancies for irnmedlate corrective 
action. 
Ten randomly selected ED records of 
patientswill be reviewed each week to 
miidate the Dresence of the attendees 
note. ~ e s u i t i  of these audits will be 

~ ~ ~ 

presented to Performance 1mp:ovement 
Committee, which wiil review and create 
corrective actions a s  necessary. This 
data will then be reported to the 
Executive Committee and to the 
Governing Body as  appropn'ate. The 
Chair of the service wiil be notified of 
discrepanaes for correclive actions. 

Position Responsible: 
Interim Chief Medical Officer 

If mntinuation sheet Page 5 of 13 
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transfer to another hospital. Patient A signed out 
AMA (against medical advise) to seek treatment 
elsewhere. The "Leaving Hospital against Medic2 
Advice" form was noted to be incomplete. In 
addition, the medical record failed to contain 
documented evidence that at the fime of 
discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

On 6/1/07 and 6/5/07 discuskons with hospital 
staff regarding the care of Patient A and quality 
assurance, identified that the medical care 
received by Patient A was deemed to be 
appropriate. The hospital was requested to 
provide any and all documentation related to the 
patient's care as well as any quality of care 
reviews. 

A case review summary for Patient A was 
received at 1340 hours on 6/5/07. The case 
review confined a failure of the ED physicians to 
document assessments of Patient A for three 
days. Further review of the summary identified 
that there was a system wide plan to provide 
neurosurgical sewices and to streamline the 
transfer process of patients between hospitals. 
Patient A was a pending transfer to a higher level 
of care on 3/3/07 prior to leaving the hospital 
2gainst medical advice. As of 6/7/07, the plan had 
not been implemented. 

2. Patient B presented to the emergency 
jeparlment on 3/8/07 at 2242 hours, with a chief 
:omplaint of stomach pain for the past two weeks 
The nurse documented that the pain was in all 

bur quadrants and radiated in to the patient's 
~ack. It was documented that the patient had 
nultiple episodes of nausea and vomiting today. 
The patient identified her pain as beingsevere 

l(m.99) Previous VenionsObsolelo Event ID:MBOZ 
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immediate Actions- Patient A: 
The ED Medical Director provided 
education for all ED physicians on 
"ChanQe of shift and oatient hand-off 
recommendations." i h i s  directive 
requires specific acknowledgement and 
documentation of the hand-offs on each 
shift (Attachment H) 
A hospitalist position on all shifts was 
added to the Emergency Department 
team to assume responsibiiityfor the 
care of internal medicine patients who 
are admitted to MLK-H and are awaiting a 
bed placement if there are not beds 
available at M U - H ,  the hospitalist 
assumes responsibility forfaalltating the 
Iransfer. While the patient is awaiting 
Iransfer or admission, the hospitalist is 
responsible for writing holding orders. 
reassessing the patient periodically. and 
modifying the plan of care a s  required. 
However. the ED physicians remain 
responsible for neurosurgical. orthopedic 
and psychiatric patients awaiting transfer 
and other departments would assume 
resoonsibilitv for their oatients.  or the ED physicians: the smart chart (a 
physician documentation record, which is 
a tool. used to assure consideration of 
important clinical questions) was 
implemented to improve physician 
documentation and to capture encounter 
times. 
The ED Medical Director informed ED 
physicians at a department meeting, and 
followed-up with a written directive to all 
ED physicians, that they were 
responsible for assessing all active 
patients and patients waiting for bansfer 
at  the beginning of each shift They were 
also informed of their responsibilityto 
meet with oncoming physicians a t  the 

r ID: CAOSOD00035 , If continuation shee 
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transfer to another hospital. Patient A signed out 
AMA (against medical advise) to seek treatment 
elsewhere. The "Leaving Hospital against Medica 
Advice" form was noted to be incomplete. In 
addition, the medical record failed to contain 
documented evidence that at the time of 
discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

On 6/1/07 and 6/5/07 discu~sions with hospital 
staff regarding the care of Patient A and quality 
assurance, identified that the medical care 
received by Patient A was deemed to be 
sppropriate. The hospital was requested to 
~rovide any and all documentation related to the 
~atient's care as well as any quality of care 
reviews. 

A case review summa& for Patient A was 
received at 1340 hours on 6/5/07. The case 
-eview confirmed a failure of the ED physicians to 
jocument assessments of Patient Afor three 
Jays. Further review of the summary identified 
hat there was a system wide plan to provide 
ieurosurgical services and lo streamline the 
ransfer process of patients between hospitals. 
'atient A was a pending transfer to a higher level 
>f care on 3/3/07 prior to leaving the hospital 
3gainst medical advice. As of 6/7/07, the plan had 
lot been implemented. 

!. Patient B presented to the emergency 
lepartment on 3/8/07 at 2242 hours, with a chief 
:omplaint of stomach pain for the past two weeks 
The nurse documented that the pain was in all 
our quadrants and radiated in to the patient's 
lack. It was documented that the patient had 
nultiple episodes of nausea and vomiting today. 
h e  patient identified her pain as being,severe 
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PROVIDER'S PLAN OF CORRECTION 
-:(EACH.GORWTlVE ACilON SHOUU) BE CROSS 
-ERRWEEDTO THE.APFRO?RIATE OGlCIENCY] 

. . 
" end bfshifi to orovide aoomoriate ~- -~- - . . - - -  

information as'part of the pass on process. 
Physicians were also reminded to . 
document the patient's condition at change 
ofshift and to document that the patient's 
care was transferred to the oncoming 
uhvsician bv name. (Attachment II . . 
Mindel  poig gel. MD provided reinforcing 
education toall ED nursing leadership on 
the Importance of patient advocacy. 
particularly as i t  relates to chair of 
command-and nurse-t~physician 
communication. 

Monitoring: . Ten charts will be randomly reviewed each 
we& to Validate the documentation of 
physician involvement at the change of 
shift and hospitallst involvement with 
patient's awaiting admission or transfer. 
Defidencies will be addressed with the 
department chair. Results of these audits 
will be provided to the Performance 
Improvement committee, which will review 
and create corrective action as necessary. 
This data will then be reported to Executive 
Committee and to the Governing Body as 
appropriate. 

Position Responsible: 
Chair, Department of Internal Medldne 
ED Medical Director 
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transfer to another, hospital. Patient A signed out 
AMA (against medical advise) to seek treatment 
elsewhere. The "Leaving Hospital against Medics 
Advice" form was noted to be incomplete. In 
addition, the medical record failed to contain 
documented evidence that at the time of 
discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

YTATEMENTOF DEFICIENCIES 
\NO PLAN OF CORRECTION 

On 6/1/07 and 6/5/07 discussions with hospital 
staff regarding the care of Patient A and quality 
assurance, identified that the medical care 
received by Patient A was deemed to be 
appropriate. The hospital was requested to 
provide any and all documentation related to the 
patient's care as well as any quality of care 
reviews. 
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A BUILDING 
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A case review summary for patient A was 
received at 1340 hours on 6\5/07. The case 
review confirmed a failure of the ED physicians to 
document assessments of Patient A for three 
days. Further review of the summary identified 
that there was a system wide plan to provide 
neurosurgical services and to streamline the 
transfer process of patients between hospitals. 
Patient A was a pending transfer to a higher level 
of care on 3/3/07 prior to leaving the hospital 
against medical advice. As of 6/7/07, the plan had 
not been implemented. 

(X3) OATE SURVEY 
COMPLETE0 

C 
06/07/2007 

Z Patient B presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the past two weeks 
. The nurse documented that the pain was in all 
iour quadrants and radiated in to the patient's 
~ack. It was documented that the patient had 
multiple episodes of nausea and vomiting today. 
The palient identified her pain as being,severe 
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. . 
Immediate Action - Patient A: . , A ,  

i The ED Nuise Managercounseled the 
RN who failed to record the attributes of 
pain as reauired bv oolicv.. + .. . 
?he ED ~ u k e  Manager conducted 
losenrice baining for all ED RNs 
regarding appropriate documentation of 

. pain assessments and the requiremenk 
for reassessment of after medication. 
Training was also provided on clear 
documentation standards. 
(Attachment I) 

Monltoring: 

Tracer rounds (a process borrowed from 
rewgnized Joint Survey Commission 
survey techniques) are conducted once 
a week. On these rounds, staff review 
(among Other things) medical records to 
validate pain documentation. Corrective 
actions will be lnltiated for all 
deficiencies. Aggregated results of 
these audits are presented to the 
Performance Improvement Committee. 
which will review and create corrective 
actlons as appropriate. This data will be 
reported to Executive Committee and to 
the Governing Body as appropriate. 

Position Responsible: 
ED Nurse Manager 

- 
ED Physician Dlrector 

r lD:CAOM)Om a If continuation she€ 
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Continued From page 5 . . . - 
transfer to another hospital. Patient A signed out 
AMA (against medical advise) to seek treatment 
elsewhere. The "Leaving Hospital against Medic? 
Advice" form was noted to be incomplete. In 
addition, the medical record failed to contain 
documented evidence that at the time of 
discharge, the patient had been assessed by a 
physician or had received discharge instructions. 

On 6/1/07 and 6/5/07 discu&ions with hospital 
staff regarding the care of Patient A and quality 
assurance, identified that the medical care 
received by Patient A was deemed to be 
appropriate. The hospital was requested to 
provide any and ail documentation related to the 
patient's care as well as any quality of care 
reviews.' 

A case review summary for Patient A was 
received at 1340 hours on 6/5/07. The case 
review confirmed afailure of the ED physicians to 
document assessments of Patient A for three 
days. Further review of the summary identified 
that there was a system wide plan to provide 
neurosurgical services and lo streamline lhe 
transfer process of patients between hospitals. 
Patient A was a pending transfer to a higher level 
of care on 3/3/07 prior to leaving the hospital 
against medical advice. As of 6/7/07, the plan hac 
not been implemented. 

2. Patient B presented to the emergency 
department on 3/8/07 at 2242 hours, with a chief 
complaint of stomach pain for the past two weeks 
.The nurse documented that the pain was in all 
four quadrants and radiated in to the patient's 
back. It was documented that the patient had 
multiple episodes of nausea and vomiting today. 
The patient identified her pain as being.severe 

PROVIOSi'S PLAN OF CORRECTION 
(EACHGQaRECTlVE ACnON SHOUU) BE CROSS- 

.RERRENXDTO THEAPPROPRIATE DEFICIENCY) 

immediate Actions -Patient A: . - The ED Nurse Manager.provided.. 
education for all ED RNs on'diichame 
assessments. 
The ED Medical Director DrOvided .' 

education ta ED MDs on ihe elopement 
and AMA pollcy, whlch includes the 
requirement to document the patient's 
level of capacity and thediscussion with 
the patientregarding the risk and 
benefits. The education addressed that 
patients should be provided with 
instructions for followup care. 
(Attachment IC) 

Monitoring: 
Ten randomly selected charts will be 
reviewed each week to validate completion of 
discharge assessments by MDs and RNs. 
Deficiencies will be discussed with the 
appropriate supervisor and resulk will be 
reported to Performance improvement 
Committee, which will review and ueate 
corrective action as necessary. This data will 
then be reported to the Executive Committee 
and to the Governing Body as appropriate. 

Position Responsible: 
ED Nurse Manager 
ED Medical Director 

Immediate Actions - Patient 5: 
When oatient B is soecificailvidentified 
through a list provided by CMS. the nurse 
who Waged this patient as a Level 3 will be 
reeducated regarding tho assignment of lhis 
triage level. 
The ED Nurse Manager will provide re- 
education to all ED RNs on the reouirernents 
lo classify patients into a hiage caiegory that 
is consistent with their presentation. 
(Attachment M) 
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with ascore of 10 out of 10.The patient identifiec 
that the pain she was experiencing was constant 
and that nothino orovided relief. The oain was 

C, 

06/07/2007 

further descr ib i  as aching and buring with a 
oressure sensation. Nursina documentation 

(XZ) MULTIPLE CONSTRUCTION 

A. BUlLOlNG 

kvealed that the patient w& moaning and had 
facial grimacing. V i i l  signs were recorded as 
Temperature 102.8 degrees. heart rate 97. 
respirations 24 and blood pressure was 133159. 
No treatment was provided to alleviate pain or 
reduce the patient's fever at the time of triage. 

(X3) DATE SURVEY 
COMPLETED 

r. 

The patient was assigned a triage category of 3. 
Category or Level 3 patients are described as 
having a stable major injury or illness. 

Two hours later, at 0040 hours, Patient 6's vital 
signs were re-assessed. The patient had a 
temperature of 1024 degrees, heart rate 102. 
respirations 20 and blood pressure was recorded 
as 118162. The patient continued to experience 
severe abdominal pain. No treatments were 
provided in the triage area. 

At 01 10 hours, the patient was transferred to the 
treatment area. The patient continued to have 
severe pain, recorded as 711 0. The patient 
received Tylenol 650 mg. and was placed on 
oxygen by mask. At 0220 hours, the patient was 
described to have decreased pain. At 0400 hours 
nursing documentation revealed that the patient 
had no orders for care and was waiting for the 
physician assistant. This was approximately 
three hours after she was taken to the treatment 
area of the ED. 

Patient B was not evaluated by a physician until 
0530 hours The patient was described as having 
a fever and was in moderate to severe distress. 
The patient continuec! to experience severe pain 
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mhediate~ctlons - Patient 6: (cont'd] 

The ED Nurse Manager provided education 
to all ED RNs on the requirement to notify 
physicians of all patients waiting to be seen 
that are experiencing pain ata level, whlch 
requires intervention based on the pain 
policy. This information must be documented 
in the patient's medlcal record. (Attachment 
L) 
A multidisciplinary team of ED physicians 
and ED nurses reviewed the wrrent triage 
process. As a result of that review. the 
Waging process was redesigned to provide 
for a more timely medical screening exam. 
This process includes the following: 
(Altachment 0) - - ~ ~  -, 

The tn'age nurse and registration 
clerk are cc-localed so that the 
triaging process and the 
registration process can gCur 
simultaneously. 
A ~hvsiclan will be available to the 
triaofno area to oerlorm immediate - - -  " -  - -  

medical swecni;lg examinationsfor 
patients who are identified as a 
level 3. Upon completion of the 
medical screening examination, 
based on the patient's clinical 
presentation. iests and treatments 
(including pain management) will 
be ordered and carried out. - -  - -~ ~~ ~ 

Patients who are Identified as a 
Level I and 2 at the time of biage 
will be brought back to the 
emeraenwireatment area. At the 
time if amval, the ED charge nursc 
will notify the physician of the 
patienfs arrival by placing the 
patient's pseudo name on the white 
board along wilh the patlent's 
priority number. The physlclan will 
acknowledge the patient by 
Initialing the white board and will 
perform the medical screening 
examination as soon as possible. If 
a patient's condition is critical, the 
RN will verbally nctiiy the 
physician. 

,In: C A O s w c w 3 j  If mnlinuatlon'sheet Page 7 of 13 
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Continued From page 7 
and nausea:The patient experienced severe pair 
throughout her ED stay. -. 
At 0950 hours, 11 hours after presenting to the 
ED, the patient was transferred to surgery 
services to undergo an exploratory iaparotomy. 

C 
06/07/2007 . 

3. The medical record for Patient D documented 
the teenager presented to the emergency 
department (ED) at 2355 hours on 2/12/07 with 
right abdominal pain. He was triaged by the 
nurse and determined to have pain of 10.on a 1- 
10 scale (10/10). His oxygen saturation level was 
100%. his pulse 95 respirations were 18 and his 
dood pressure was 113169. At 0040 hours the 
iurse documented the patient was complaining of 
iifficulty breathing. The nurse documented he 
lad wheezing in his lungs, his respiratory rate . 
Nas 22, blood pressure was 135/70, oxygen 
saturation was 97% and that he was anxious and 
sstless. There was no documentation about why 
i e  was left in the lobby of the ED. No pain 
nedication or other pain relieving interventions 
Nere provided. There was no re-assessment of 
he patient until he was taken to a treatment area 
ive hours later. At 0530 hours on 2/13/07 his 
lain was 8/10. At 0645 hours laboratory tests 
ind pain medication were ordered for Patient D. 
h e  pain medication was administered at 0840 
lours: approximately 8 and 112 hours after he 
]resented to the ED. The laboratory test results 
Mere not available until 2100 hours. This was 
3pproximately 14 hours after they were ordered 
md 19 hours after Patient D came to the ED. 
fllere was no documented evidence the nursing 
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A. SUllDlNG 
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REFERWCEOTO THE APPROPRIATE DEFICIENCY) 

Monitoring: 
Ten randomly selected'medlwl ' 
records will be reviewed daily to track 
the time from trlaae to medical 
saeenlng examiriat!on. Data from 
these daily reviews will be presented to 
the ED Collaborative Practice 
Committee and the pmcess will be re- 
evaluated as a result of this review. 
Data will also be presented to the 
Periormance lmorovement Committee 
monlhlv which All evaluate it. create ~ - - ~. - 

c&cive actions as necessary, and 
report i t  to the Executive Committee 
and as appropriate. the Governing 
Body. 

Position Responsible: 
ED Medical Director 
ED Nurse Manager 

Immediate Actions - Patient I): 
The ED Nurse Manager provided education 
to all ED RNs on the requirement to notify 
physicians of all patients waiting to be seen 
that are experiencing pain, whlch rewires 
interventions based on the w in  pdlcv. 
A multidisciplinary team o l  ED an 
ED nurses reviewed the current triage 
process. As a resultof that review. the 
triaglng process was re-designed to provide 
for a more timely medlcal screening 
examinalion. This omcess Includes the 
following: 

o The triage nurse and reglstration 
clerk are cc-located so that the 
triaging process and the 
registration process can occur 
simultaneously. 

o A physician will be available to the 
triaglng area to perform Immediate 
medical screening examinations fo 
patients who are identified as a 
level 3. Upon wmpletion of the 
medical screening examination. 
based on the patient's clinical 
oresentation. tesk and treatments 
iincludlna oain manasemen0 will 

1x3 
COMPLETION 

DATE.' 

- 
. 

Rra 

will notify the physician of the 

cMs-zss7(oz-99) Previous Vor<m Obsolele Evcnl lo:Maozt I 

be orderid and cam'<d out ' 
o Patienk who areidentified as a 

Level 1 and 2 at the time of triage, 
",L 

Fatilily I D : C A o ~ o ~ 3 ~ ~ ~ m j i w s ~ ~ e t  Page 8 of 13 
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Continued From page 7 
and nausea. The patient experienced severe pair 
throughout her ED stay. 

At 0950 hours, 11 hours after presenting to the 
ED, the patient was transferred to surgery 
services to undergo an exploratory laparotomy. 

3. The medical record for Patient D documented 
the teenager presented to the emergency 
department (ED) at 2355 hours on 2/12/07 with 
right abdominal pain. He was triaged by the 
nurse and determined to have pain of 10 on a l- 
10 scale (10110). His oxygen saturation level was 
100%. his pulse 95 respirations were 18 and his 
blood pressure was 113169. At 0040 hours the 
nurse documented the patient was complaining ol 
difficulty breathing. The nurse documented he 
had wheezing in his lungs, his respiratoryrate 
was 22 , blood pressure was 135170, oxygen 
saturation was 97% and that he was anxious and 
restless. There was no documentation about why 
he was left in the lobby of the ED. No pain 
medication or other pain relieving interventions 
were provided. There was no re-assessment of 
the patient until he was taken to a treatment area 
live hours later. At 0530 hours on 2/13/07 his 
oain was 8/10. At 0645 hours laboratory tests 
snd pain medication were ordered for Patient D. 
The pain medication was administered at 0840 
lours; approximately 8 and 112 hours after he 
,resented to the ED. The laboratory test results 
Nere not available until 2100 hours. This was 
3pproximately 14 hours after they were ordered 
and 19 hours after Patient D came to the ED. 
rhere was no documented evidence the nursing 
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LOS ANGELES. CA 90059 

I0 
PREFIX 

TAG 

-- 

PROVIDER'S PLAN OF CORRECTlON . 
(EACH CORRECTIVE ACTION SHOULD ,BE CROSS- 

REFERENCED TO THE APPROPRIATE DEFICIENCY: 

patienrs arrival by plaoing the patient's. . 
pseudo name on the white board along 
with the oauenfs oriorilv number. The 
physician wili ac&owl&ge the patient 
by initialing the white board and will 
perform the medical screening - &mination as soon as possible. if a 
patienrs condition is critical, the RN will 
verbally notify the physician. 

The ED Nurse Manaoer will omvide re- 
education for all ED 5 ~ s  on ihe need to . . . - -. -. . . . . -. . -- . . . . . . . . . . - . . . . . . . 
reassess triaged patients in the ED waiting 
rmm, based on their acuity and according to 
the triage policy number 114. (Attachment P) 
Amultidisd~lln& team of ~ u k i n s .  ED and 
Pathology revlewid the current processes for 
ordering, collecting and delivering labsfor the 
ED. The process was redesigned to include 
the following: (Attachment 0) 

o All laboratory orders are entered in 
the hospital computerized order 
enby system.The Laboratory 
Suoervisor orints a liit of ordered 
tesis and revievffi the orders on this 
l i i t  every hour. 

o A laboratory runner goes to the ED 
every 30 minutes collects the lab 
spedmens and follow-up on any 
ordered specimens that are not 
available for retrieval. If labs have 
not been received in the lab within 
one hour, the lab sends someone 
to collect sample. 

o The ED Nurse Manager provided 
re-education for all ED RNs on thelr 
responsibility to follow-up on 
outstanding lab results. 

mitoring: 
Ten randomly selected medical records will 
be reviewed dailyto track the Urnefmm lriase 
to medical sueGina examination. Data from 
these dailvreviewsh be oresented to the .. . ~ -  - -  

ED Collabomtlvc ~mctice ~o im i t t ee  and the 
process will be reevaluated as a result of 
this review. Data will also be presenled to the 
Performance Improvement Committee 
monthlv which wili evaluate it create I correcive acUons as necessarv. and reoort it 

(XS) 
GOh4PLRIOt 

DATE. ' 

21/07 

11 1/07 

E1/07 
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Continued From page 7 
and nausea. The patient experienced severe pair 
throughout her ED stay. 

b 

06/07/2007 

At 0950 hours. 11 hours after presenting to the 
ED, the patient was transferred to surgery . 
services to undergo an exploratory laparotomy. 

(X2) MULTIPLECONSTRUCTION 

A BUllOlNG 

3. The medical record for Patient D documented 
the teenager presented to the emergency 
department (ED) at 2355 hours on 2/12/07 with 
right abdominal pain. He was triaged by the 
nurse and determined to have pain of lO.on a l- 
10 scale (1011 0). His oxygen saturation level was 
loo%, his pulse 95 respirations were 18 and his 
Aood pressure was 113169. At 0040 hours the 

(X3) DATE SURVEY 
COMPLETED 

,-s 

nurse documented the patient was complaining of 
difficulty breathing. The nurse documented he 
lad wheezing in his lungs, his respiratory rate 
#as 22, blood pressure was 1351'70, oxygen 
saturation was 97% and that he was anxious and 
.estless. There was no documentation about why 
l e  was left in the lobby of the ED. No pain 
medication or other pain relieving intenrentions 
#ere provided. There was no re-assessment of 
'he patient until he was taken to a treatment area 
'ive hours later. At 0530 hours on 2/13/07 his 
lain was 8/10. At 0645 hours laboratory tests 
3nd pain medication were ordered for Patient D. 
The pain medication was administered at 0840 
lours; approximately 8 and 112 hours after he 
xesented to the ED. The laboratorytest results 
Mere not available until 2100 hours. This was 
3pproximately 14 hours after they were ordered 
md 19 hours after Patient D came to the ED. 
rhere was no documented evidence the nursing 
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LOS ANGELES. CA 90059 
I 
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PROVID&3S PLAN OF CORRECTION 
(EACH CORREVVE ACTION SHOUU) BE CROSS. 

REFERENCED TOTHE AP?ROPPRIATE DEFICIENCY 

, As part of the monthly laboratory quality 
assurance program, the time from request lo 
the time of receipt of specimen will be 
tracked and lrended and mrrective actions 
based on the data will be recommended to 
the Qualib im~rovement Committee. then 
rewrted 16 the Exewllve committee and the 
- -  " - --. .. -rr..r..- 

o Ten randomly selected open medical records 
will be reviewed each week to back the time 
from when the labs are ordered to the time 
aualitv improvement activities will 
immehiately add reassess prolonged Umes 
with the RN assianed and the ED Nurse - ~ ~ -  - - -  

~&ger for lmmedlate actions. tho results 
are placed In the chart. Results of these 
audits will be reported to the Performance 
Improvement Commiltee which will review 
aid create cdnetiie actions as necessary. 
The data will then be reported to the 
Executive Committee. 

PoslUon Responsible: 
Direclor of Pathology 
ED Medical Director 
ED Nurse Manager 
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Continued From page 8 
or medical staff were following-up to'ensure the 
laboratory test results were obtained. During 
interviews on 6/1/07 medical staff stated this 
patient "fell through the cracks!' 

(XZJ MULTIPLE CONSTRUCTION 

A BUllOlNG 

B. WING 

4. a. The medical record for pediatric Patient C 
showed she presented to the emergency 
department at 1030 hours on 3/20/07 for 
vomiting, lethargy, cough and congestion. She 
had a history of a ventriculoperitoneal shunt for 
hydrocephalus and began to feel bad after a visit 
to the dentist. Documentation shows the 
presence of a shunt malformation and/or infectior 
was being ruled out. A neurology consult was 
ordered. At 1230 the physician's assistant (PA) 
saw the patient to perform the neurology 
consultation. There was no documented 
evidence a neurologist saw the patient; however. 
the PA documented the recommended plan, in 
consultation with the neurologist, would be 
evaluation and management by a neurosurgeon 
on an urgent basis to assess the functioning of 
the shunt. Since neurosuroeons were not 

(X3) DATE SURVEY 
COMPLETED 

C 
06/07/2007 

~ . . ~ ~  ~ ~ 

available at the hospital  the^^ recommended 
transfer to another hos~ilal.  The child was in the 
emergency departmeni until 2200 hours but there 
was no documented evidence a neurosurgeon 
was contacted or that efforts were made to 
transfer the patient to a hospital with this sewice 
available. The patient was discharged to the 
mother's care. 

4. b. At 1215 hours on 3/20107 radiological tests 
of Patient C's shunt was ordered. Documentation 
shows'the patieni went to x-ray at 1325 hours but 
the tests were not performed because the 
radiology department did not know what to do. At 
1415 hours the patient wasagain sent to the 
radiology department for the tests. The test 

I 
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The Interim Medlczl Director directed the 
chainof the Department of Medicine, 
Women's and Child Health and Sumew that 
physician assistants will no longer 6e - 
conducting medical consultations In the ED. 
(AUachment R) 
It was determined that there was no longer a 
need for neurosurgical lransfer based on the 
results on of theshuntseries, but this was 
not dearly documented. The Chair of 
Deuarlment of Women's and Child's Health 
wili counsel this physician on Uie lack of clear 
documentation of the change in treatment 
plan. 

rlonltoring: 
For the next 30 days. Monday through Friday, 
auaiilv imorovemenl staff will review ten 
&nddmlyselected open medical records in 
the ED to validate that consulk were - - - - - - - - - - -. . . . . - . . -. - 
performed by a physician and that there is a 
consulUng physlclan's noto. The Choir of the 
responsible Department will be notified of 
discrepancies for immediate corrective 
actions. 
Ten randomlvselected ED records of 
patients who;eceived a consult, including 
those who received consults on the 
weekends will be reviewed each week to 
validate that all consults were performed by a 
physician and that there Is a consulting 
physician's note. The Chair of the responsible 
department will be nobfled of discrepancies 
for ccrreclive actions. Results of these audits 
will be presented lo Performance 
Improvement Commlltee. which will review 
and create corrective'action as necessary. 
The data will then be reported to Executive 
Committee. 

'osiUon Responsible: 
ID Medical Director 
lterim Chief Medical Director 
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Continued From page 8 
or medical staff were following-up to'ensure the. 
laboratory test results were obtained. During 
interviews on 6/1/07 medical staff stated this 
patient "fell through the cracks." 

(X3) DATE SURVEY 
COMPLETED 

C 
06/07/2007 

4. a. The medical record for pediatric Patient C 
showed she presented to the emergency 
department at 1030 hours on 3120107 for 
vomiting, lethargy, cough and congestion. She 
had a history of a ventriculoperitoneal shunt for 
hydrocephalus and began to feel bad after a visit 
to the dentist. Documentation shows the 
presence of a shunt malformation andlor infectiol 
was being ruled out A neurology consult was 
ordered. At 1230 the physician's assistant (PA) 
saw the patient to perform the neurology 
consultation. There was no documented 
evidence a neurologist saw the patient; however, 
the PA documented the recommended plan, in 
consultation with the neurologist, would be 
evaluation and management by a neurosurgeon 
on an urgent basis to assess the functioning of 
the shunt. Since neurosurgeons were not 
available at the hospital the PA recommended 
transfer to another hospital. The child was in the 
emergency department until 2200 hours but thert 
was no documented evidence a neurosurgeon 
was contacted or that efforts were made to + 

transfer the patient to a hospital with this service 
available. The patient was discharged to the 
mother's care. 

4. b. At 1215 hours on 3120107 radiological tests 
of Patient C's shunt was ordered. Documentatio~ 
shows'the patient went to x-ray at 1325 hours bul 
the tests were not performed because the 
radiology department did not know what to do. A 
1415 hours the patient was again sent to the 
radiology department for the tests. The test 

Evenl ID:M80211 
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PROVIDZRS PLAN OF CORRECTION 
..(EACH CORRECTWE ACTION SHOULD BE CROSS 
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Immediate Action - Patient C: 
o The patient received the shunt series at 1359 

as ordered bv the ohvsician and kas entered - - . .. 
Into the computeri;ei order entry system at 
1239. The resulls of the shuntseries were 
avallaSle via the computerized radiology 
system at 1426. 

At 1435 the patient was transferred to 
radiology for an additional lest, a CT scan. 

o The Nurse Manager of Women's and Child 
Health will provide Inservice training on lhc 
pro2er documenlalion to avoid misleading 
entries to all nursing slaff. 

Monitoring: 
Ten idndomlv selected ED medical records will be 
reviewed eaih week to assure clear 
documentation of patient care ovcnts. Results of 
this audit will be presenled to the Performance 
Management Committee whlch will review and 
create corrective actions as necessary. The data 
will then be reported to the Executive Committee. 

Position Responsible: 
Chief Nursing Otficer 

iw ID: c~o50WOm5 If continuation sher 
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Continued From page 9 
results were not available for diagnosis andlor 
treatment until 1700 hours; 6 and 112 hours after 
Patient C presented to the ED. 

C; 

06/07/2007 

5. The medical record for Patient E documented 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
nurse until three hours later to determine the 
severityof his symptoms. At 1448 hours. the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient. The patient was 
:valuated by a physician's assistant. There was 
10 documented evidence a physician saw Patient 
E. Pain medication was not administered to 
'atient E until 2100 hours, 9 and 112 hours after 
l e  presented to the ER. No further treatnient 
Mas provided to Patient Eand it was documented 
hat he eloped from the ED at 0000 hours on.5/12 ,-- 

(X!2) MULTIPLE CONSTRUCTION 

A BUllDlNG . 

U f .  

(X3) DATE SURVEY 
COMPLEFED 

- 

3. The medical record for Patient F identified that 
>e came to the ED at 1812 hours on 5/11/07 for a 
'surgical consult for (his) umbilical hernia!' He 
was triaged at 1845 and complained of 5/10 pain. 
Nhen he was called to the treatment area four 
lours later he did not answer. At 0100 the nurse 
iocumented the patient left without being seen. 
Jo medical screening examination had been 
~erformed to determine if the patient had a 
nedical emergency condition. 

'. The medical record for Patient G showed she 
>resented to the ED at 2045 hours on 511 1/07 for 
spotting" during her pregnancy. She stated she 
vas 2 months pregnant. At 2140 hours she was 
riaged and a pregnancy test was documented as 
)ositive. When the patient was called to the 
reatment area 2 hours later, she had left without 
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ID 
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TAG 

- 
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. ' . . +. ,- , . , .. 
mmediate i~ct ions~ Patient E: 

The ED Nurse Manager pro~ded education tc 
all ED RNs on the requirement to notify 
physicians of all patients waitins to be seen 
that are experiencing pain, whiih requires 
intervention based on the pain policy. This 
information must be documented in the 
patient's medical record. (Attachment S) 
A multidisciplinary team of ED physicians and 
ED nurses reviewed the current triage 
process. As a result of that review. the Waginl 
process was redesigned to provide for a morl 
timely medical screening examination. This 
process Includes the following: 

The triage nurse and registration 
clerk are miocated so that the 
lriaging process and the registration 
process can occur slmultaieousiy. 
Aphysician will be available to the 
triauinu area to oerform immediate 
me%& screenkg examinauoni f i r  
patients who are identified as a leve 
3. Upon complelion of the medical 
weening examination, based on th~  
patlent's cllnical presentation, tests 
and treatments (Including pain 
management) will be ordered and 
carried out. 
Patients who are identifled as a 
Level 1 and 2 at the time of triage 
will be brought back to the 
emergency treatment area. At the 
time of arrival. the ED charge nurse 
will notify the physician of the 
patienrs arrival by placing the 
patienfs pseudo name on the white 
board along with the patient's priorlb 
number. The physician will 
acknowledge the patient by initialing 
the whlte board and will oerform the 
medical saeenino examination as . . 
soon as possible.-lf a patient's 
cwdition is critical. the RN will 
verbally notify the physician. 

Ewnt l~:M~oZtl FadlilylD: cAom0~035 If continuation sheet Page 10 of 13 
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results.were not available for diagnosisBnd/or 
treatment until 1700 hours; 6 and 1/2 hours after 
Patient C presented to the ED. 

NAMEOF PROVIDER OR SUPPUER 

5. The medical record for Patient E documented 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
iurse until three hours later to determine the 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 811 0. At 
1730 hours the nurse documented the first full 
messment of the patient The patient was 
?valuated by a physician's assistant. There was 
l o  documented evidence a physician saw Patient 
Z. Pain medication was not administered to , 
'atient E until 2100 hours, 9 and 112 hours after 
i e  presented to the ER. No further treatment 
Nas provided to Patient Eand i t  was documented 
hat he eloped from the ED at 0000 hours on 5/12 
'07. 

(x2) MULTIPLE CoNSrRurnotd 
A BUllDlNG , 

8. WING 

I 

5. The medical record for Patient F identified that 
le came to the ED at 1812 hours on 511 1/07 for a 
'surgical consult for (his) umbilical hernia." He 
vastriaged at 1845 and complained of 5/10 pain. 
Nhen he was called to the treatment area four 
lours later he did not answer. At 0100 the nurse 
iocumented the patient left without being seen. 
rlo medical screening examination had been 
lerformed to determine if the patient had a 
nedical emergency condition. 

'. The medical record for Patient G showed she 
]resented to the ED at 2045 hours on 5/11/07 for 
spotting" during her pregnancy. She stated she 
vas 2 months pregnant. At 2140 hours she was 
riaged and a pregnancy test was documented as 
)ositive. When the patient was called to the 
reatment area 2 hours later, she had left without 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE CROSS- 

REFERENCED TO THE APPROPRIATE DEFICIENCY 

Vlonltoring: 
Ten randomly selected medical records will 
be reviewed dally to track the time from triage 
to medical screening examination. Data from 
these dally reviews will be presented to the 
ED Collaborative Practice Committee and the 
process will be re-evaluated as a result of 
this review. Data will also be presented to the 
Performance Improvement Committee 
monthly, which will evaluate It develoo 
corrective actions as necessary, and ;eport it 
to the Executive Committee and as 
appropriate Lo the governing Body. Once the 
Executive Committee concludes that the 
process is stable, the daily record review will 
convert to a monthly.rm& 

'osltion Responsible: 
D Medical Director 
iD Nurse Manager 
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.results were not available for diagnosis and/or. . 
treatment until 1700 hours; 6 and 112 hours after 
Patient C presented to the ED. 
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05Ga78 

5. The medical record for Patient E documented 
he presented to the ED at 1139 hours on 5/11/0; 
with left flank pain. He was not seen by a triage 
nurse until three hours later to determine the 
severity of his symptoms. At 1448 hours. the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient. The patient was 
evaluated by a physician's assistant. There was 
no documented evidence a physician saw Patienl 
E. Pain medication was not administered to 
Patient E until 2100 hours, 9 and 112 hours after 
he presented to the ER. No further treatment 
was provided to Patient E and it was documentea 
that he eloped from the ED at 0000 hours on 5/12 
107. 

6. The medical record for Patient F identified thai 
he came to the ED at 1812 hours on 5/11/07 for E 
"surgical consult for (his) umbilical hernia." He 
was triaged at 1845 and complained of 511 0 pain. 
When he was called to the treatment area four 
hours later he did not answer. At 0100 the nurse 
documented the patient left without being seen. 
No medical screening examination had been 
performed to determine if the patient had a 
medical emergency condition. 

(X2) MULTIPLE CONSTRUCTION 

ABUlLOlNG . 
B. WING 

7. The medical record for Patient G showed she 
presented to the ED at 2045 hours on 5/11/07 for 
"spotting" during her pregnancy. She stated she 
was 2 months pregnant. At 2140 hours she was 
triaged and a pregnancy test was documented as 
positive. When the patient was called to the 
treatment area2 hours later, she had left without 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACnON SHOULD BE CROSS- 

REFERENCED TO THE'APPROPRIATE OEFlClENCY 

lmmediale ~ctions I. ktient F: 
A muitidisciplinaryteam of W physicians anc 
ED nurses reviewed the current triage proces 
As a result of that review, the Waging pmces' 
was redesigned lo provide for a more timely 
medical screening examination. This process 
includes the following: 

o The triage nurse and registmtion cl 
are co-located so that the triaging 
process and the registration p r o m  
can occur simultaneously. 

o A physician will be available to the 
triaging area to perform immediate 
medical screening examinations f o ~  
patients who are identified as a lev1 
3. Uoon comoletion of the medical - -  --  

scr&ing ex&lnation, based on 11. 
pallent's dlnical presentation, tesls 
and treatments (including pain 
management) will he ordered and 
m.ed out. 

o Patients who are identified as a Lei 
1 and 2 at the time of Wage will be 
brought back to the emergency 
treatment area. At the time of arrive 
the ED charge nurse will notify the 
physician of the patient's arrival by 
placing the patient's pseudo name 1 
the white board along with the 
patient's priority number. The 
physician will acknowledge the 
patient by Initialing the white board 
and will perform the medical 
screening examination as soon as 
possible. If a patient's condition Is 
cn'tical. the RN will verbally notifyth 
physician. 
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results were not avallab1e:for diagnosis and/or 
treatment until 1700 hours; 6 and 112 hours after 
Patient C presented to the ED. 
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IDENTIFICATION NUMBER: 
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5. The medical record for Patient E documented 
he presented to the ED at 1139 hours on 5/11/0; 
with left flank pain. He was not seen by a triage 
nurse until three hours later to determine the 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient The patient was 
evaluated by a physician's assistant. There was 
no documented evidence a physician saw Patien' 
E. Pain medication was not administered to 
Patient E until 2100 hours, 9 and 112 hours after 
he presented to the ER. No further treatment 
was provided to Patient Eand it was documentec 
that he eloped from the ED at 0000 hours on 511: 
107. 

6. The medical record for Patient F identified tha 
he came to the ED at 1812 hours on 5/11/07 for z 
"surgical consult for (his) umbilical hernia." He 
was triaged at 1845 and complained of 5/10 pain. 
When he was called to the treatment area four 
hours later he did not answer. At 0100 the nurse 
documented the patient left without being seen. 
No medical screening examination had been 
performed to determine if the patient had a 
medical emergency condition. 

(X2) MULTIPLE CONSTPUGTION 
A BUILDING . 
5. WING 

7. The medical record for Patient G showed she 
presented to the ED at 2045 hours on 5/11/07 for 
"spottingn during her pregnancy. She stated she 
was 2 months pregnant. At 2140 hours she was 
triaged and a pregnancy test was documented as 
positive. When the patient was called to the 
treatment area 2 hours later, she had left without 
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Monitoring: 
Ten randomly selected medlcal records wlil b 
reviewed dally to track the time from triage to 
medical sueenlng examination. Data from 
these dallv reviews will be oresented to the E 
~ollaborahe Practlce ~ o n i m l ~ e e  and the - - ~ - 

proms will be ree&lu&d as a result of thk 
review. Data will also be presenkd lo the 
Performance lmpmvemenl Committee monlh 
whlch will evaluate It, develop corrective actic 
as necessary, and report it to the Executive 
Committee and as appropriaie to the governi~ 
Bodv. Once the ExecuUve Committee 
wniiudes that the process is stable, the daily 
record review will wnvert to a monthly review 

?ositlon Responsible: 
3 Medical Director 
iD Nurse Manager 
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results were not available for diagnosis andlor 
treatment until 1700 hours; 6 and 1/2 hours after 
Patient C presented to the ED. 

5. The medical record for Patient E documented 
he presented to the ED at 1139 hours on 5/11/07 
with left flank pain. He was not seen by a triage 
nurse until three hours later to determine the 
severity of his symptoms. At 1448 hours, the 
triage nurse documented his pain was 8/10. At 
1730 hours the nurse documented the first full 
assessment of the patient. The patient was 
evaluated by  a physician's assistant. There was 
no  documented evidence a physician saw Patient 
E. Pain medication was not administered to 
Patient E until 2100 hours, 9 and 112 hours after 
he presented to the ER. No further treatment 
was provided to Patient E and it was documented 
that h e  eloped from the ED at 0000 hours on 5/12 
107. 

6. The medical record for Patient F identified that 
he came to the ED at 1812 hours on 5/11/07 for a 
"surgical consult for (his) umbilical hernia." He 
was triaged at 1845 and complained of 5110 pain. 
When he was called to the treatment area four 
hours later h e  did not answer. At 0100 the nurse 
documented the patient leflwithout being seen. 
No medical screening examination had been 
performed to determine if the patient had a 
medical emergency condition. 

7. The medical record for Patient G showed she 
presented to the ED at 2045 hours on 511 1/07 for 
"spotting" during her pregnancy. She stated she 
was 2 months pregnant. At 2140 hours she was 
triaged and a pregnancy test was documented as 
positive. When the patientwas called to the 
treatment area 2 hours later, she had left without 
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PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOUIQBEICROSS- 

REFERENCED TO THE APPROPRIX~UEFICIENCY) 
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lmmidiate Actions - Patient G: 

A multidiiciolinarv team of ED ohvsicians 
T -- - - 

and ED nuffies &viewed theiunent triage 
pro-. As a result of that renew. the 
triaging process was redesigned lo provide 
for a more timely medical screening 
examination. Thk process includes the 
following: 

The triage nurse and registration 
derk are cc-located so that the 
triaging process and the 
registration process can occur 
simultaneously. 
A physician will be available to the 
Maging area lo perform immediate 
medlcai screening examinations fai 
patienk who are identified as a 
level 3. Upon completion of the 
medical screening examination. 
based on the patient's clinical 
presenlation, tests and treatments 
(including pain management) will 
be ordered and carried out 
Patienls who are identified as a 
Level 1 and 2 at the time of triage 
will be bmught back to the 
emergency treatment area. At the 
time of arrival, the ED charge nursc 
will notify the physician of the 
patient's arrival by placing the 
patient's pseudo name on the whit6 
board along with the patienl's 
priority number. The physician will 
acknowledge the patient by 
initialing the white board and will 
perform the medical screening 
examination as soon as possible. H 
a patienl's condition is critical, the 
RN will verbally notify the 
physician. 

registered nurse whidid not evaluate the 
amount of bleedinn. I 
The ED ~ u r i e  Manaaer will counsel the 

. The Chief ~edical"0fficer notified the ED 
Medical Director that physician assistank 
shl l  no longer perform mcdical screening 

1x51 
CO1.W.ETION 

DATE 

6/21/07 

w21/07 

examinations. (Attachment A). I . The ED Medical Director informed each I I 
ge 10 of 13 

examlnatlons. 
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Continued From page 10 
being seen to determine if an emergency 
condition existed. She returned to the ED at 
1306 hours on 511 4/07 with a complaint of vagin; 
bleeding for three days. She had 8/10 pain wher 
triaged by the nurse at 1315. There was no 
documented evidence the ED nurse evaluated 
how much the patient was bleeding. She was nc 
taken to the treatment area until four hours later 
at 1730 hours. No pain medication/intewention 
was given. Her medical screening exam was 
conducted by a physician's assistant. She 
passed the products of conception while having 
an ultrasound done and was discharged by a 
physician at 2235 hours after having had a 
miscarriage. 

NAME OFPROVIDER OR SUPPUER I STREET ADDRESS. CW. STATE. ZIP CODE 

(Xi) PROVIDERfSUPPUEWCUA 
IDENTiFICATlON NUMBER: 

050576- 

8. Patient 0 came to the ED of the hospital on 41 
30107 at approximately 1207 hours. When 
triaged at 1250 hours she identified she had 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage area. The 
patient was taken to the treatment area five houn 
later at 1815 and received pain medication one 
hour later. Approximately20 hours after she 
oresented to the ED, at 0830 hours on 5/1/07, a 
general surgery consultation was provided to 
avaluate the acute abdominal pain for Patient 0. 
The closed medical record for Patient 0 revealed 
'Dr."at bedside. However, review of the record 
-evealed that the general surgery consultation 
lad been provided by a Physician Assistant (PA- 
2). There was no documentation to reveal that 
xovision of emergency consultations by a PA-C 
rras approved and consistent with the rules and 
egulations, the medical staff bylaws of the 
lospital, and the ciedentialmg process of a mid- 
eve1 practitioner. The patient was admitted to t h ~  

(X2) MULTIPLE CONSiRUCTlON 

A BUILDING 

B. WING 

lospital and had surgefy for an exploratory 
aparotorny ventral hernia repair. 
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Monitoring: 

Ten randomly selected medical records will 
be reviewed daily to track the time from triag~ 
to medical screening examination. Data from 
these daily reviews will be presented to the 
ED Collaborative Practice Committee and the 
process will be re-evaluated as a result of 

:this renew. Data will also be presented to the 
Performance imnrovement Committee 
monthlv. which &ill evaluate i t  develon 

~ - ... 
wrrecdve actions as necessary, and report it 
to the Executive Committee and as 
appropriate lo thegoyerninn Body. Oncethe 
pmcess is stable. the daily record review will 
convert lo a monlhly review. 

Position Responsible: 
3 Medical Director 
I D  Nurse Manager 
nlerirn Chief Medical Ofticer 

~~p- - 
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Continued From page 10 
being seen to determine if an emergency 
condition existed. She returned to the ED at 
1306 hours on 5/14/07 with a complaint of vaginal 
bleeding for three days. She had 8/10 pain when 
triaged by the nurse at 131 5. There was no 
documented evidence the ED nurse evaluated 
how much the patient was bleeding. She was not 
taken to the treatment area until four hours later 
at 1730 hours. No pain medicationlinte~ention 
was given. Her medical screening exam was 
conducted by a physician's assistant. She 
passed the products of conception while having 
an ultrasound done and was discharged by a 
physician at 2235 hours after having had a 
miscarriage. 

8. Patient 0 came to the ED of the hospital on 4 
30107 at approximately 1207 hours. When 
triaged at 1250 hours she identiiied she had 
sharp pain of 10 on a 7-10 scale. No pain 
inte~ention were initiated in the triage area. The 
patient was taken to the treatment area five hours 
later at 1815 and received pain medication one 
hour later. Approximately 20 hours after she 
presented to the ED, at 0830 hours on 5/1/07, a 
general surgery consultation was provided to 
evaluate the acute abdominal p2n for Patien! 0. 
The closed medical record for Patient 0 revealed 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant (PA- 
C). There was no documentation to reveal that 
provision of emergency consultations by a PA-C 
was approved and consistent with the rules and 
regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a mid- 
level practitioner. The patient was admitted to the 
hospital and had surgejfor an exploratory 
laparotomy ventral hernia repair. 
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PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHgULQ B,=.CROSS 
REFERENCED TO THE APPROPRlATEOEFICIENCY) 

Corrective Actions- Patient 0: 
' The Chi& Medical OMcer notified Ule ED 

~ . -. . . . . . - - - 
Medical Director thal physician assistants sha 
no longer perform medical screening 
examinations. (Attachment A) 
The ED Medical Director infirmed each 
physician assistant by e-mail, that they may 
no longer perform medical'screening 
examlnations. 
The ED Nurse Manager provided education tc 
all ED RNs on the requirement to notify 
physicians of all pallents waiting to be seen 
that are experiencing pain which requires 
inte~ention based on the pain policy. This 
information must be documented in the 
patient's medical record. 
A multidisciplinary team of ED physicians and 
ED nurses reviewed the current triaae 
process. As a result of that review. k e  triaoinr 
Drocesswas re-desianed to nrovide for amo; - - - . . . . 
timely medical screehg ex&ination. This 
process includes !he following: (Attachment 0 

0 The triage nurse and registration 
clerk are c~located so that the 
biaging p r o w s  and the registration 
process can occursimul@neously. 

o A physician will be available to the 
triaging area to perform immediate 
medlcal screening examinations for 
Patients who are identified as a level 
3. Upon completion of the medical 
Screening examination, based on tht 
patient's dlnlcal presentation, tests 
and treatments (including paln 
management) will be ordered and 
canied out 
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Continued From page 10 
being seen to determine if an emergency 
condition existed. She returned to the ED at 
1306 hours on 5/14/07 with a complaint of vagini 
bleeding for three days. She had 8/10 pain when 
triaged by  the nurse at 1315. There was no 
documented evidence the ED nurse evaluated 
how much the patient was bleeding. She was no 
taken to the treatment area until four hours later 
at 1730 hours. No  pain medicationiintervention 
was given. Her medical screening exam was 
conducted by a physician's assistant. She 
passed the products of conception while having 
an ultrasound done and was discharged by a 
physician at 2235 hours after having had a 
miscarriage. 

8. Patient 0 came to the ED of the hospital on 41 
30107 at approximately 1207 hours. When 
triaged at 1250 hours she identified she had 
sharp pain of 10 on a 1-10 scale. No pain 
intervention were initiated in the triage area The 
patient was taken to the treatment area five hourr 
later at 1815 and received pain medication one 
hour later. Approximately20 hours after she 
presented to the ED, at 0830 hours on 5/1/07, a 
general surgery consultation was provided to 
evaluate the acute abdominal pain for Patient 0. 
The closed medical record for Patient 0 revealed 
"Dr."at bedside. However, review of the record 
revealed that the general surgery consultation 
had been provided by a Physician Assistant (PA- 
C). There was no  documentation to reveal that 
provision of emergency consultations by a PA-C 
was approved and consistent with the rules and 
regulations, the medical staff bylaws of the 
hospital, and the credentialing process of a mid- 
level practitioner. The patient was admitted t o t h ~  
hospital and had surge j for an exploratory 
lapamtomy ventral hernia repair. 
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o rauenLs wno are toenutlea as a 
Level 1 and 2 at the time of triage 
will be bmusht back to the 

'.emergeniyFreitmcnt area. At the 
time of arrival, the ED charge nurse 
will notify the physlcian of the 
patient's arrival by placing the 
patient's pseudo name M the whlte 
board along with the patientk priorit 
number. The physician will 
achowiedge the patient by initialing 
the whlte board a?d will perform the 
medical screening examination as 
swn as posslbie. If a patient's 
condiUon is critical. the RN will 
verballv notifv the Dhvskian. 

i h e  interim ~edica l  ~~;ect& iffitructed ail 
Department Chairs to ensure that thelr 
physicians provide timely mnsullation fo: 
patients in the Emergency Department 

lonitoring: 
Ten medical records will be reviewed dally to 
Ira& the time from triage to medical screeniq 
examination. In addition, these records will be 
reviewed to determine whether consultations 
were provided timely. Data from these daily 
reviews will be presented to the ED 
CollaboraUve PacUce Committee and the 
process will be re-evaluated as a result of this 
review. Data will also be oresen1ed.b the ~ - - r ~  ~ .... 
~eiormance Improvement Committee 
monlhly. which will evaluate It, dcvelop 
corrective actions as necessary, and report it 
tothe Executive Committee and as 
appropriate to the Governing Body. Once the 
Executive Committee determines that the 
orocess h stable. the daliv record review will 
convert toa m o & y  review. 
Tracer rounds are conducted once a week. Or 
these rounds. staff reviews medical recurds to 
validate pain documentation and nursing 
responses to pain of patients in weiting area. 
Corrective actions will be initiated for all 
deficiencies. Aggregated results of these 
audils are presented to the Performance 
lmprovement Commiltee, which will evaluate il 
and develop corrective actions as necessary 
and reporl it to Executive Committee and the 
Governing Body as necessary. 
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9. Patient P came to the erneig&cy department 
on 4/30/07 at approximately 1000 hours for the 
evaluation of a known ectopic pregnancy. At 
1800 hours an nursing intewal note indicated that 
the emergency.department was unable to admit 
Patient P to the hospital "due to short staff". 
There was no nursing or physician documentatior 
to indicate intenrention to evaluate the appropriate 
provision of care fbr Patient P. 'The patient was 
admitted to an in-patient bed at 2100 hours. 

10. Patient Q came to the emergency 
department of the hospital at approximately 2040 
hours on 4130/07. Patient Q stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At triage the nurse documented the 
~atient had suicidal ideations with a plan to drink 
oleach. The nurse triaged the patient as a 
category 3 (stable major illness) and left him in 
the lobby for over one hour before taking him 
3ack to the treatment area. Patient 61 was 
?valuated by the emergency department 
~hysician at 0500 hours on 5/1/07, a delay of 
h o s t  7 hours. No psychiatric treatment or 
:onsultation was provided. Approximately 6 
iours later, at 1055 hours on 5/1/07, an 
avaluation by a mental heallh professional was 
.equested. The mental health evaluation was not 
zompleted until four hours later at 1500 hours; 17 
iours after he presented to the ED. The mental 
iealth professional determined the patient denied 
~e ing suicidal at the time of the evaluation. 
'atient Q was discharged home at 2100 hours 
~ithout receiving treatment. The hospital thus 
ailed to ensure that the provision of emergency 
;ervices had been provided within timeframes 
:omistent with acceptable safety for psychiatric 
~atients. 

PROVIDER'S PLAN OF CORRECnON 
(EACH CORREm\)E,ACTION SHOULD BE CROSS- 

REFERENCED TO'.THE~\PPRO?RIATE OEFICIENCYJ 

Corrective AGUO~ ~a i i en t  P: 
See cover letter, -,. 

Corrective Action - Page Q: 
A multidisdpiinary team of ED physician$ and 
ED nurses reviewed the current biaae . ~ ~~ 

process. Asa result of that review, & thgin! 
Process was re-dcsigned to provide for a mon 
timely medical screening examination. This 
process includes the followins: (Attachment 0 

o The tn'aae nurse a d  ieoislration 
clerk are co-located so &at the - 

Waging process and the registration 
process can occur simultaneously. 

o A physician will be available to the 
tn'aging area to perform immediate 
medical saeening examinations for 
patients who are identified as a leve 
3. Upon completion of the medical 
saeening examination. based on 
the paUenVs dinlcai presentation. 
tests and treatments (including pain 
management) wili be ordered and 
camed out 

o Patients who areldentified as a 
Level 1 and 2 at the time of triage 
will be brought back to the 
emergency trealment area. At the 
time of anival. the ED charge nurse 
wiil notify the physician of the 
patient's arrival by placing the 
patient's pseudo name on the white 
board alons with the oaflent's oriorih . . 
number. ~ 6 e  physicidn wili 
acknowledge the patient by initialing 
the white board and will perform the 
medical screening examination as 
SMn as possible. If a patient's 
condition is critical. the RN wiil 
verbally notify the physician. 
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9. Patint P came to the emergency dep&ment 
on 4l30107 at approximately 1000 hours for the 
evaluation of a known ectopic pregnancy. At 
1800 hours an nursing intelval note indicated that 
the emergency deparlment was unable to admit 
Patient P to the hospital "due to short staff". 
There was no nursing or physician documentation 

STATEMENTOF CEFICIENCIES 
AN0 PLAN OF CORRECTION 

to indicate intervenlion to evaluate the appropnale 
provision of care for Patient P. The patient was 
admitted to an in-patient bed at 2100 hours. 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 

6. WING 

(XI) PROVlDEWSUPPUEWCW , 
IOEMlFlCATlON NUMBER: 

050578 

10. Patient Q came to the emergency 
department of the hospital at approximately 2040 
hours on 4/30/07. Patient Q stated that he was 
seeing aliens and devils. He was dropped off by 
his family. At triage the nurse documented the 
patient had suicidal ideations with a plan to drink 
bleach. The nurse triagedthe patient as a 
category 3 (stable major illness) and left him in 
the lobby for over one hour before taking him 
back to the treatment area. Patient Q was 

(X3) DATE SURVEY 
COMPLETrD 

C 
06/07/2007 

I evaluated by the emergency department 
physician at0500 hours on 5/1/07, a delay of 
almost 7 hours. No psychiatric treatment or 

I consultation was provided. Approximately 6 
hours later, at 1055 hours on 5/1/07, an 
evaluation by a mental health professional was 
requested. The mental health eyaluation was not 
completed until four hours later at 1500 hours; 17 
hours after he presented to the ED. The mental 
health professional determined the patient denied 
being suicidal at the time of the evaluation. 
Patient Q was discharged home at2100 hours 

I without receiving treatment. The hospital thus 
failed to ensure that the provision of emergency 
services had been provided within timeframes 
consistent with acceptable safety for psychiatric 
patients. 

2 
I0 

.PREFIX 
TAG 

A 45! 

IS ANGELES, CA 90059 
PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTNE ACTION SHOULD BE CROSS 
REFERENCEOTO THE APPROPRIATE DEFICIENCY) 

reviewed daiiv to tmck the time from triase to 
medical screining examination. In additik. 
these records will be'reviewed to determine 

' 

whether consultations were provided timely. 
Data from these daily reviews will be 
presented to the ED Collaborative Practice 
committee and the Drocess will be re- 
evaluated as a resuit of this review. Data will - 

also be presented tothe Periorrnznco 
' 

Im?rovement Committee monthly, whlch rv;li 
evaluate it, develop corrective aztions as 
necessary, 6nd report it to the Executive 
Committee and as appropriate to the 
Governing Body. Once the Executive 
Committee concludes that the process ts 
stable, the dally record review will convert lo a 
monthly review. 
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11. Patients H, I, J, K, L, M and N were evaluate 
on 5/30 or 5/31/07 at triage and sent to the 
Urgent Care area of the emergency department. 
Each patient was examined and treated by a . 
Physician Assistant, PA-C. When reviewed, eacl 
medical record revealed that the patients had 
been evaluated, treated and discharged from the 
Urgent Care of the hospital prior to the time of 
supervision or monitoring by the emergency 
department physician. The facility failed to 
msure that direct supervision of a mid-level 
~ractitioner had been provided. The medical 
ecord for each patient failed to demonstrate a 
imed entry by the emergency department 
3hysician. When in te~ewed on 5/31/07 at 
ipproximately 1030 hours, the PA-C readily 
idmitted that a medical screening examination, 
~rovided by the PA-C was unsupe~ised. When 
.eviewed, there was no documentation in the 
ules and regulations, or medical staff by laws 
ielineating such privileges for the PA-C. There 
Mas no documentation present in the PA-C 
xivileging forms to assess their qualifications anc 
:ompetence to provide medical screening 
?xaminations in the emergency department and/ 
~r to determine if an emergency medical 
:ondiiion existed. 

[XI) PROVIDEWSUPPUEFVCUA 
IDENTIFICATION NUMBER: 

0sb578 

STREET' ADDRESS. UTY, SATE, ZIP CODE 1 12021 S WlLMlNGTON AVE 

IS ANGELES, CA 90059 

(a) MULTIPLE CONSTRUCTION 

A BUILDING 

B. WING 

PROVIDERS FUN OF CORRECTION 
(EACH CORREYVE I\CTION SHOUU) BE CROSS- 

. REFERENCED TO THE APPROPRIATE DEFICIENCY) 

(X3) DATE SURVEY 
COMPLETED 

C 
06l07/2007 

:oirectiveAction - Patient H,I,J,K.L,M N: 
The Chief Medicai Gfficer notified the ED 
Medical Director that physician assistants shal 
no longer perform medical screenlng 
examinations. (Attachment A) 

8 The ED Medical Director Informed each 
physiclgn's assistant, by e-mail. that they may 
no longer Derform medical screenlng 
examinations. 

fionitoring: 
Ten randomly selected medical records will be 
reviewed dally to ensure that the medical 
Screening exam is dmmented by an 
attending physidan. Data will be presented to 
ths Perlormance Improvement Committee and 
to the Executive Committee. Once the 
Executive Committee concludes that the 
process is stable, the'daily record review wlll 
convert to a monthly review. 

'osition Responsible: 
33 Medlcal Director 

rxs) 
lY&ULEflOh 
+ DATE 

6112l07 - 
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